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Abstract
Transplanting organs from emotionally related donors
has become a fairly routine procedure in many
countries. However, donors have to be chosen carefully
in order to avoid not just medically, but also morally,
questionable outcomes. This paper draws attention to
vulnerabilities that may aVect the voluntariness of the
donor’s decision. Suggestions are made as to how to
approach the evaluation and selection of potential
donors.
(Journal of Medical Ethics 2001;27:162–164)
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Introduction
The scarcity of organs for transplantation is a
frequently deplored fact that has stimulated intense
reflection on possible strategies to ameliorate this
situation.1 One measure taken to alleviate the
shortage is to accept not just genetically related, but
emotionally related donors, ie not just parents and
siblings, but also spouses or close friends. The Ger-
man transplantation law, for example, in general
allows donations to persons who obviously have a
close personal relationship with the prospective
recipient.2 The percentage of living kidney dona-
tions in Germany has risen from 4% of all kidney
donations in 1994 to 15% in 1998.3 In the US, the
percentage of living kidney donations has gone up
from an already remarkable 39% of all kidney
donations in 1994 to 44% in 1998.4 However, there
are voices in the medico-ethical and transplant
community calling for further increases in living
donation, demanding an active recruitment of
emotionally related donors by transplant centres:
“If the large potential contribution of emotionally
related donors is ever to be realized, transplant
centers must go beyond simply accepting such
individuals and begin to actively encourage their
participation”.5
The decision to accept somebody as a living
organ donor is not to be taken lightly. Although the
relatively low risk and the potential psychological
benefits to the donor are frequently emphasised,
the immediate as well as the—insuYciently
known—long term risks of a unilateral nephrec-
tomy in a perfectly healthy person cannot be called
minimal or negligible.6 7 The risks involved in
donating a partial liver, which is also practised with
increasing frequency, are still higher. Therefore,
evaluation of potential donors has to be a careful
process. This becomes particularly important if the
person oVering to donate belongs to the group of
people who have been characterised as “especially
vulnerable”. In the context of research on human
subjects, this group has been singled out as persons
who are not legally incompetent but “can be urged
and persuaded to consent to research without really
understanding its impact on their lives and
especially on those who care for them”.8 In living
organ donation there is an analogous group of for-
mally competent persons whose decision making
capacity is compromised for diVerent reasons, be it
a dependent personality, social pressure, the
cultural context or other circumstances. The




A middle-aged man suVering from severe liver cir-
rhosis due to a chronic hepatitis B infection was
encouraged by his physician to ask his 29-year-old
wife if she could not donate a partial liver for him.
The couple are both of Turkish nationality.
Whereas the man had spent most of his childhood
and adult life in Germany, his wife came here only
after her marriage eight years ago. She speaks
hardly any German. So far, she has been very busy
raising two small children and working for a living.
Her husband receives a small pension, not having
been able to work for many years because of his
disease. During an exploratory talk with the couple
in the hospital the husband translates for his wife.
There is no translator available, as it was assumed
that communication in German would be possible.
The woman wears a shy and friendly smile
throughout and repeatedly confirms her readiness
to donate. Her understanding of the implications of
the donation as well as the degree of voluntariness
of her decision remain uncertain. The husband,
when probed, expresses his ambivalence: he
desperately wants to “pull through” for his family,
especially his two small children, on the other hand,
he would rather not put his wife at risk.
CASE B
A couple in their forties present themselves for a
partial liver transplantation. The prospective
donor, the wife, is German, the prospective recipi-
ent, is Italian. They live with their four children in
Southern Italy. The husband has had a longstand-
ing alcohol problem, and his liver condition has


































































































deteriorated over the years. Over the last few
months he has fallen repeatedly into a liver coma
and has had to be treated in hospital. His wife talks
enthusiastically about the donation and exhibits a
great degree of determination to go for this
transplantation “at any cost, no matter what”. She
had to watch her first husband die from a heart dis-
ease at a young age, and she does not want to lose
her second one. However, when she is talked to
alone in a calm moment during the week-long
physical inpatient evaluation, she complains about
her husband’s “macho attitude” and the important
influence of the extended family, who “get involved
in everything” and who have urged her to donate.
CASE C
A 35-year-old man volunteers to donate a kidney.
He does not have any family relationship to the
prospective recipient, a wealthy and successful
retired manager in his late 60s. The motivation is a
completely altruistic one, he claims. In the past he
has already donated blood on several occasions, so
why not donate a kidney now? About a year ago, a
friend, who happened to know someone in need of
a kidney, acted as a go-between. The prospective
recipient has lost both kidneys and feels he cannot
tolerate dialysis any longer. Everything in his life
had gone so well, he states, and now dialysis is
“taking over”, leaving him dependent and out of
control. A cadaveric organ is not likely to be avail-
able to him in the near future. He thinks it is won-
derful that a young man like the prospective donor
is willing to give him a kidney. Of course this young
man would not “vanish from his life” after
donation. Indeed, he has already become like a son
to him and his wife. There are things he could do
for him—no payment, as this would be against the
law, but maybe some help with finding a better job.
And in fact, the prospective donor might need such
help, having been in prison several times and now
trying to build a life with his new girl friend. He
claims to feel enormous respect and sympathy for
the prospective recipient, who somehow reminds
him of his father who died when he was seven.
Hence, he argues, only good is going to result from
this transplantation.
CASE D
Anne, a woman in her late thirties, was cured of a
genetic liver disease by a cadaveric transplantation
some months ago and is now doing very well. She
has returned to her job and seems to be bursting
with energy and self confidence. While she enjoys
her increased quality of life, she sees her husband’s
brother suVering from the same disease, although
in his case it is predominantly the kidneys that are
aVected. In addition he has a disease of his blood
vessels, which renders his prognosis, as well as any
operation, rather problematic. Also, he has severe
problems on dialysis, with recurrent shunt block-
ages. His physician says he will not stand many
more years waiting for a cadaveric organ. His wife
cannot donate to him due to blood group
incompatibility and he has refused the oVers of his
teenage children. In this situation Anne, who lives
next door and is confronted daily with his suVering,
decided to donate a kidney. Anne and her husband
had decided not to have children in order to avoid
the risk of passing on the disease. However, they
have always been very close to the brother-in-law’s
family. The children played frequently in their
house, and they used to spend vacations together.
Being in good health now herself, Anne does not
want to “sit and watch” her brother-in-law’s misery.
Some reflections on the case scenarios
In theory, the decision whether someone is a
suitable living organ donor seems a straightforward
matter. Laws and professional guidelines list
criteria such as legal majority, free and informed
consent, lack of equivalent therapeutic alternatives,
and absence of financial recompense. Although
some cases are indeed fairly unproblematic,
practice shows that it is not always quite so easy,
especially when emotionally related donors are
concerned. In fact, a considerable proportion of
these cases require intense scrutiny and interdisci-
plinary discussion. An obvious precondition for an
adequate evaluation and selection of donors is that
particularly vulnerable individuals or problematic
social constellations are recognised as such. The
case scenarios provide some examples of such vul-
nerabilities: language or cultural barriers (case A),
emotional pressure from family and possibly from a
dominating partner (case B); existential or material
needs (case C), and feelings of guilt or at least a
heightened sense of responsibility (case D). Of
course one could give many other examples, such as
cognitive impairment or the lack of other means to
secure the potential recipient’s survival in countries
with few health care resources.9
Once diYcult cases have been identified, it is
important to pay particular attention to procedural
points in order to avoid undesirable and morally
problematic outcomes. Overambitious or insensi-
tive recruitment is one of the possible pitfalls in that
regard. Actively encouraging a potential donor, be
it directly or through the prospective recipient, is
inappropriate when there is an important power
imbalance between physician and patient. Thus, a
departmental or house policy on how to “recruit”
or approach potential donors can be helpful. Ideally
a well-informed donor would identify him- or her-
self without any action on the part of the physician.
Sometimes, however, people are simply not aware
of the possibility of emotionally related organ
donation. It may therefore be justifiable to inform a
patient on the waiting list or his or her accompany-
ing relatives or close friends of this option.
However, this has to happen in a very open,
non-directive way. Otherwise people might be pres-
sured into something they feel they cannot reject.
Another source of problems is the evaluation
procedure of potential donors. What practical steps
should be taken here in order appropriately to
address problematic situations like those described
in the case scenarios above? First of all the



































































































divided responsibilities. The transplant physician or
transplant surgeon will probably have the first con-
tact with the prospective donor-recipient couple,
inform them about risks and benefits, and perform
an initial evaluation.
Then, as a next step, independent expertise, such
as a psychosocial consultation service, should be
brought in.10 As the surgeon might have an under-
standable interest in helping the patient suVering
from severe kidney or liver disease, it is important to
get the opinion of a person without “vested
interests”. There should be suYcient time for an
in-depth talk with the potential donor and recipi-
ent, together, as well as individually. An interpreter
is indispensable in the case of even moderate
language barriers. Several appointments might be
necessary, if the decision is not yet clear or if the
donor or recipient is still insuYciently informed
about possible risks. The main points to address are
the history of the oVer to donate and the
motivation, the psychosocial stability of both, and
the awareness that the outcome might be worse
than expected. The goal of the evaluation should
also be stated clearly, so that the atmosphere is
more like an open exchange than that of a trial or
interrogation. In the end, the consultant should be
able to state whether there are any increased risks
from a psychosocial perspective, if the donor as well
as the recipient is comfortable with the idea of a
living organ donation, and whether the donor is
competent to make such a decision.
Ultimately, on the basis of these recommenda-
tions and the physical findings the transplant
surgeon will have to make the decision about
whether to go ahead. It is important, at this, and at
all stages, to make sure both donor and recipient
understand they can withdraw anytime without
specific reasons. In particular, the donor might
appreciate a medical “alibi” for this purpose, if he
or she otherwise would not dare to disappoint the
recipient. However, the donor’s and recipient’s
decision to go ahead with a transplant is not
enough—only if there is a reasonable risk-benefit
ratio can a surgeon justify putting a healthy person
at risk in order to help another. It is this active role
in the redistribution of health or at least health risks
that legitimates what might otherwise be consid-
ered inappropriately intrusive, for example, judging
the quality of personal relationships or questioning
the motives of a seemingly altruistic act. Only an
adequate selection of donors and recipients can
prevent medical, psychosocial, and ethical compli-
cations after a living organ donation.
Conclusion
It is undoubtedly a good thing that medicine can
realise somebody’s wish to donate an organ to a sick
loved one. It is also understandable that there is an
interest in obtaining as many organs as possible for
suVering patients. But it is also beyond question
that the decision to accept a donor has to be clini-
cally adequate and ethically responsible.11
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